This study was undertaken to understand the health status of elderly people and to gather some information about their perceived health needs. This study was Pac J Public Health 2003 ; 15(1): 3-9.
pulmonary diseases, pneumonia, skin diseases and anaemia were common among these people. Only 14% of the elderly people in this rural area were insured, but these insured people constituted about half (48%) of the in-patient and 90% of the out-patient elderly patients. Thus insurance has significantly increased their health care access ( p <0.05). Provision of free health care, drugs at a cheaper price, services at their doorsteps, free ambulance service and allocation of old age allowance were some of their notable demands. A cheaper, accessible and effective geriatric health care service with an emphasis on health promotion, income generating activities and rehabilitation programme should be developed to protect the health and well being of the elderly people. Asia
Introduction
The progress of science, medicine and discovery of life-saving antibiotics in the last few decades have brought significant changes in demography resulting in an increased proportion of elderly people. This global demographic transition has been a cause of serious concern to both developed and developing nations. It is only in recent years that the World Health Organisation (WHO) has tried to tackle this truly global problem with concerted efforts. The total world population at present is 6000 million and no less than 10% of them are over the age of sixty. It will reach 1.2 billion by the year 2025, the majority of whom will be in developing countries'-2. While the developing countries in general have not yet truly felt the impact of this transition, it has changed the socio-economic aspects in the developed countries and has posed a significant burden on their national budget. Of concern is that the pace and patterns of ageing in developing countries are without precedent for neither the demographic processes nor the social context have any parallels in the experience of the developed countries. As a result these changes are now altering the ways in which societies in developing countries are organised and their functions, and are calling for a major re-adaptation on the part of governments, communities, families and individuals3-4.
There are two processes considered to be involved in the ageing of a population, (i) ageing at the base and (ii) ageing at the apex of the population. The former results from decline in fertility and the latter, results from mortality reduction among the elderly. Since such declines are objectives of most developing countries, ageing should be viewed as a by-product of success. Relative to the developed countries where 12% to 15% of the people are elderly, the present proportion of elderly people is small (3.9%) in South Asia. But in absolute numbers, roughly one out of five of the world's population of elderly persons is living in AsiaS-6. The aging issue in Bangladesh was not a concern until recently because the demographic transition started only in recent years. According to the Bangladesh Census 2000, the number of the elderly was about 6.1 million but it will be doubled by the year 2025. Thus, this area is representative of a modernizing Bangladesh, with rural character and strong family bonds but with limited access to modern amenities. It is assumed that the data obtained in this area would accurately reflect what is actually happening in the lives of rural elderly people.
Gonoshasthaya Kendra (GK) is a non-government organisation (NGO) that has been offering integrated primary health care services to rural people through out its countrywide ten centres. One of its centres is situated in this study area.
This NGO maintains a hundred-bed general hospital, named as GK Hospital, to cater to out-patient and in-patient health care services to its catchment population. GK The field level health care services are coordinated by the primary health care division of GK hospital through a team of trained field workers. They offer village level domiciliary family planning and health care services to the rural people. These field workers are backed up by a group of physicians to assist them. These physicians visit the rural areas twice a week.
The study was carried out in three stages. The researchers collected both qualitative and quantitative data during this survey. The study population included all people above 60 years of age, who were the usual residents of the villages at the time of the study. First, a house-to-house census was carried out in all the houses of these villages using a structured questionnaire. A primary health care specialist with a team of trained interviewers collected this data. This stage collected data on age, sex, number of family members, education, marital status, health insurance and dependency status. In this article, the elderly population is defined as those who have completed 60 years of age. The reason for taking 60 as the cut-off point is that in both government and private institutions the age of retirement is 60 years. This cut-off point has also been used by other studies of developing countries 3,11-12. As birth registration is not compulsory in Bangladesh, in some cases difficulty arose when the elderly people did not know his/her actual age.
The interviewers also tried to determine their age by voter identity card, ration card, school certificate, marriage certificate and other family records. As a last resort when no supporting document was found to ascertain their age, it was inquired from the other adult member of the household and also determined by the age of the elderly person's spouse and their eldest child. Synchronicity of any important past event with his birth, marriage and childbirth was also asked to estimate their age. Socio-economic status was defined by using the &dquo;GK criteria for SEC&dquo; that has widely been used in other studies of Bangladesh8, [13] [14] The second stage involved the collection of in-depth qualitative data through focus group discussions with the elderly people. This type of focus group discussion is essential to understanding the full range of health related issues affecting the elderly people. A total of 14 focus group discussions were carried out. Particular care was taken when culturally sensitive questions were asked of the elderly people. In each focus group discussion, 15 elderly people participated. This qualitative data included their opinion about the present GK health care services, their perceived needs, their expectation from GK and from the government as a whole and their perception about the attitude of their families and society towards them. The respondents were encouraged to express their opinion freely.
In the third stage, data was collected from the existing records and charts of GK hospital. Data related to out-patient and in-patient services were collected from the GK hospital.
Diagnosis of diseases for out-patient cases was recorded from the outpatient register duly signed by the attending physician. For in-patients, the diagnosis of diseases was copied from the discharge register of the hospital. All mortality related information was collected from the GK documentation and record section.
Verbal autopsy system was used to ascertain the cause of deaths of all people who died at their home. The &dquo;verbal autopsy&dquo; term was first used in 1931 but it was not until the nineties that the technique has been more widely used. Its reliability and validity is now widely recognised' 1-16 It is true that the exact cause of death can be known by post-mortem autopsy. However, this is not feasible on a large scale, particularly in the rural areas of Bangladesh. In this difficult situation, Subsequently a physician visits the house to verify the information within seven days of that death. For those who died in hospital or private clinics, causes of death were recorded from the death certificates issued by the hospital or clinics. It took more than six months to collect the relevant data. Most of the variables were later regrouped as categorical variables and thus we analysed the data using chisquare, measuring the p values, and Fisher exact test was also used to test the statistical significance where a cell value was less than five, p value was set at 0.05 level for statistical significance. Odds ratio was also measured with 95% confidence interval. All statistical analyses were performed using SPSS software, which generated descriptive statistics and carried out the relevant statistical tests&dquo;.
Results

Sample description
Total population in the study area (164 villages) was found to be 187,906. The total of elderly people in the study area was found to be 6,497 which Age (in years) Figure 1 . Elderly people by gender and age constituted about 3.46% of the total population. A higher percentage of males (59.6%) were elderly than females (40.4%) and this difference was statistically significant (p<0.05, OR=0.73, 95% CI = 0.67, 0.77). Female male ratio in the general population was 100:108 and in the elderly group it was 100:148. Among the elderly group 53% females were widows whereas 24% males were widowers at the time of the study. Only 5% of the elderly people were found to have had formal education and 62% were dependent on their children.
Age distribution
As expected most (71.6%) of the elderly people were between 61 and 70 years of age and only a smaller percentage (4.2%) of the elderly people belonged to the highest age bracket (80+ age). In the 61-70 year age group the proportion of females was higher (75.3%) than males (69.1 %) whereas in the other two age groups the proportion of males was higher than females and this difference is statistically significant (,~2 = 29.27, p<0.005, OR=1.36, 95% CI = 1.21, 1.51). -Socio-economic group . , It was found that the proportion (8.5%) of elderly people was slightly higher in the higher income group than the general population (7.5%) compared with the other two economic groups.
When the elderly peoples were divided by gender, it was revealed that the proportion of females belonging to the lower income group (37.4%) was higher than that of the males (34.8%).
However, in the other two groups, males outnumbered females. In the general population, the distribution of lower income group and middle income group was 36.4% and 56% respectively.
Insurance coverage
The insurance coverage among the general population was 30% and for the elderly people it was 14% (n=911 ). In the &dquo;poor&dquo; group 21 % (n=487) of the elderly people were insured Figure 2 . Elderly people by gender and socio-economic group Table 1 . Disease patterns among the elderly at the out-patient department whereas in the middle and richer groups it was 11% (n=386) and 7.5% (n=38) respectively. The study found that elderly people were 53% less likely to be covered by the insurance than the general population and this difference was statistically significant (p<0.05, OR=0.47, 95% CI = 0.44, 0.50).
Disease patterns among the elderly people
At the out-patient department This data is based on the attendance of elderly patients at the out-patient department of GK hospital. During 1998-99, a total of 58,433 patients from the GK project area attended the out-patient department. Elderly people made up four percent (n=2331 ) of all consultations although they constituted only 3.5% of the entire population. Thus the elderly people were 1.2 times more likely to seek health care than the general population.
Of these 2331 consultations, the elderly insured people made up 90% of the consultations. When stratified by gender, it was seen that females were 1.5 times more likely to seek health care than the males but that was not statistically significant (p>0.05).
At the in-patient department A total of 183 elderly patients from GK project area were admitted in GK hospital in the year 1998-99. It constituted about 6.91 % of admitted patients (n=2,647). Cerebro-vascular accidents benign enlargement of the prostate and heart failure were at the top of the list followed by different types of cancer, peptic ulcer, pneumonia, joint pain and tuberculosis. It was found that more than a quarter (28%) of these patients reside within three km from the hospital (median = seven km). Of this group, 48% (n=87) were insured and their median hospital stay was four days. Cause of death of elderly people at the community level In 1998-99, a total of 274 elderly people died in the GK project area.
The death rate was found to be 42.2/ 1000 elderly people. The common causes of their death were stroke, old age debilitating condition and chronic pulmonary obstructive disease (COPD).
Health seeking behaviour before death Last treatment before their death was sought from various health care providers like qualified doctors (n=72), unqualified village practitioners (n=77) and traditional healers (n=30). More than a quarter (27%) of the deceased elderly people did not seek any treatment of any treatment before death. Most of the This study found that about 3.41% of ' the total population belonged to the ' over 60 age group. This figure is close . to the proportion of elderly people of °S outh Asia (3.9%) and that of India 1 (4.7%) but much lower than that in I western countries where the figure I ranges from 12% to15%1,5. Poverty, I poor health, less access to health care, 1 lack of education and lack of social ' security compared to the west may be ' responsible for this lower figure. The z survival advantage in males over ' females (148:100) is manifested in higher gender ratio among the elderly that is typical of other less developed countries6. Differentials in nutrition, workload, food, and receipt of health care and differential treatment by gender in old age may be part of this disparity. Thus women's natural tendency to live longer than men is gradually being eliminated in Bangladesh.
Percentage of the elderly people belonging to the higher income group was higher when compared with the general population of this area. This indicates that the chances of survival for elderly people were higher when they belonged to the higher income group. This could be due to their overall improved quality of life and resources. The study also revealed the fact that nearly 95% of the elderly people had never received any formal education. As a result the majority of the elderly were not engaged in any organized work leading to little or no savings for their future life. One study in Bangladesh found that those who had at least some education or were relatively affluent had a lower mortality compared to those with no education or who were less affluent&dquo;.
The study also found that more than half of the elderly females were widows (53%) in contrast to 1 in 4 males (24%). In Bangladesh widowhood is perhaps the most traumatic transition encountered in the life course of a woman and is called &dquo;social death&dquo; as women are considered to have no existence without a husband in this society. This finding corroborates with other studies from South Asia5,19. This higher widowhood could be due to the difference in average age of marriage (10) (11) (12) years). The other contributory factor is that females once widowed are less likely to be married againzo.
All these features make females more vulnerable to physical as well as mental health problems compared to males and eventually have a higher mortality rate&dquo;. This study also revealed a high dependency (62%) of the elderly people on their children. retiring from active workforce, outdated skills, lack of savings, and family and society wide poverty deteriorates the economic situation of elderly people. Therefore, planning in respect of future employment opportunities appropriate for the elderly is needed urgently. Various NGOs may help this situation with income generating activities like cottage industries for the elderly.
At the out-patient department, the elderly people presented with various chronic conditions e.g. hypertension, joint pain, COPD, tuberculosis, hyperacidity and skin diseases. At the in-patient department, cerebro-vascular accidents, heart failure, benign enlargement of the prostate, and pneumonia were a few of the common diseases that caused hospital admission. Thus elderly people attended hospitals because of preventable conditions on the one hand and, on the other hand, because of conditions which are not regarded as preventable but can be ameliorated.
However, mental disorders, cancer, and obesity as seen frequently in western countries were not so common in this study4. Nevertheless, the incidence of morbidity among the elderly was comparable to that in some other Asian countries like India, Malaysia and South Koreaz'-z3. Although we did not measure disability in this study a good number of elderly people presented with disabling conditions like cataract, blindness, arthritis, hearing difficulties etc. One study in rural Bangladesh found that disability was prevalent in 31 % of the elderly people8. Hence every effort must be made to increase their awareness, early treatment and rehabilitation as required. Special screening programmes could be introduced to measure the blood pressure, blood sugar and cholesterol for early detection.
The study found that elderly people sought more care than the general population. At the out-patient department, elderly people were 1.2 times more likely to seek consultation and at in-patient they were twice more likely to be admitted than the general population indicating an increased need of health care services. Elderly people endure more chronic diseases and disability and thus need more care. It is disappointing that those who need subsidized and frequent health care were less likely to be insured (14%) compared with the general population (30%). This lower coverage could be due to their lack of control on financial resources or reluctance of other family members to spend money on nonearning members of the family. This study also revealed that insurance increases their accessibility to the hospital. In GK hospital, 48% of the admitted and 90% of the out-patient elderly patients had insurance. Studies have consistently shown that elderly people residing in rural areas have expressed a need for more health services, probably because of difficulties in getting appropriate medical treatment due to limited access or high cost ' 4,24,25 . So every effort must be made to ensure their accessibility and affordability to quality care.
The leading causes of deaths were stroke, infectious pulmonary disease, abdominal disease and various heart diseases as diagnosed by death certificates and verbal autopsies. Obviously some of them died from multiple causes rather than just one as in old age &dquo;debilitating condition&dquo;. This finding is in line with other studies where the common causes of death were stroke, heart disease, pulmonary disease and cancer' 1,26. It was really unfortunate that more than three quarters died at home without any quality care and one quarter of them did not call any health professional immediately before their death. This finding was similar to that ofAziz's study which found that 35% of the deceased did not seek any treatment prior to their death in Bangladesh2'.
The focus group discussion revealed that visual difficulties, hearing difficulties, dementia, diminution of sexual activity and depression were not considered by the rural elderly people as a disease entity rather they were considered as part of a natural degenerating process of aging. This perception refrained them from seeking appropriate medical care. Depression is particularly dangerous in elderly persons because it often causes the patient to experience social deprivation, increased use of health care resources, cognitive decline, failure to thrive, and suicide 21 . There was evidence that many ailments go untreated due to lack of decision and long distances and therefore they do not seek health care until they are extremely ill thereby prolonging their illness. Setting up sub-centres at various remote places could reduce their travel distance and time. Unqualified rural allopathic practitioners were found to be very popular among them especially for general health problems. These unqualified allopathic practitioners live close to them, are available round the clock and provide medicines even on credit. So this easily accessible group of health care providers should be trained to face the special needs of the elderly people.
How are the elderly taken care of in Bangladesh? The above discussions revealed that most of the respondents co-resided with their offspring and most of them were happy to maintain their dignity. Generally, the caregivers and financial providers are the family members. But an indication of growing expectations among the people for government support has been reflected in the focus group discussion. The Bangladesh government has recently initiated some programmes to support the elderly but that is available only to the very poor and destitute. Moreover, the funds available are insufficient to close the gap between prevailing and an ideal situation. Thus the solution lies between the western style economic security and the Asian style emotional support. Family support is associated with lower illness rates, faster recovery rates and higher levels of health care behaviour 21 . For that reason, WHO regards the family as an indispensable unit within which elderly people feel valued and are able to bring out their potential to the utmost.
There has been little research on the socio-economic and physical well being of the elderly and factors affecting their status in the context of rural Bangladesh. This study has some limitations too. A total of 127 families could not be reached due to their temporary migration to other places. This study has produced limited tabulation relevant to the status of the elderly and a longitudinal study is also needed on the transitions that the elderly go through as they leave the labour force, lose a spouse and become ill. Special health programmes for the elderly is almost non-existent in Bangladesh. Strengthening of existing health care services and exclusive services to elderly people are needed to meet their unmet needs. The government may provide old age pension, non-institutional services, day care, free health care for the poor, mobile health care and maintaining homes for the elderly. More NGOs should come forward to establish affordable community care services with particular attention to long-term care for the elderly. Home care services and respite care can be developed through health centres, local councils and NGOs which are now well established programmes in Singapore29. All these will in turn reduce the health care costs.
In developing countries, attention of health and social planners is usually concentrated on maternal and younger age groups. However, the care for elderly should not be ignored or underestimated. Healthy aging should be the central component of all development agendas. All these call for an immediate rethinking of health and social policies. National policies need to incorporate the issue of aging and appropriate support mechanisms for elderly are needed to absorb them into the mainstream of social, economic and health planning. We would also like to propose that an international organisation for elderly people, similar in design to the UN Children Fund3° be formed. A sound institutional framework, including laws, policies, planning, guidelines etc. is needed to keep the elderly people healthy and make them socially and economically productive. In a poor country like Bangladesh, this inevitably requires a sharing of responsibilities between government, private sector and non-government organisation (NGOs) and the community itself.
